Abducens palsy is the most common isolated cranial nerve palsy due to its long peripheral course. Multiple anatomical relationships, particularly within the cavernous sinus and orbita, make the nerve vulnerable. 67 year-old female patient was admitted with worsened headache and lateral gaze restriction of the left eye, which appeared recently. She had no prior history of trauma. Prominent appearance of the left cavernous sinus on cranial magnetic resonance imaging, raised the need of digital substraction angiography which revealed the presence of bilateral type D dural arteriovenous fistula of cavernous sinuses. Cavernous sinus pathologies, which are usually known to manifest with multiple ocular motor palsies because of the close relationship between 3 rd , 4 th and 6 th nerves inside, might rarely present with isolated abducens palsy. The clinician should pay particular attention to headache in such kind of patients and dural carotid-cavernous fistula should be taken into account, even in the absence of previous trauma history.
Introduction
Abducens palsy is the most common isolated cranial nerve palsy due to its long peripheral course [1] . Multiple anatomical relationships particularly within the cavernous sinus and orbita, make the nerve vulnerable. Hypertension, diabetes, trauma, multiple sclerosis and neoplasms are among the most common accounted etiological factors [2] . Cavernous sinus pathologies, which are usually known to manifest with multiple ocular motor palsies because of the close relationship between 3 rd , 4
th and 6 th nerves inside, might rarely present with isolated abducens palsy [1] . Similarly, carotidcavernous fistulas (CCFs) are scarce causes of isolated manifestation.
Patient and observation
67-year-old woman with one year history of intermittant headache, which was prominent in the left periorbital region, was first evaluated in another hospital and found to have normal Brain CT and MRI scan. She was recommended analgesic and antidepressant treatment. 2 months before admission to our clinic, the headache worsened, became continuous and finally medial deviation of the left eye appeared. This time she was suffering from diplopia.
Neurological examination was normal except left abducens palsy.
The medical and family history was unremarkable. Diagnosis is made by aid of clinical and angiographical findings.
Orbital sonography, computed tomography and MRI are noninvasive diagnostic methods, however DSA is gold standard and superior to others for demonstrating the location and drainage pathway of the fistula [3, 5] . Spontan occlusion can occur %36 in the course of dural CCFs, however treatment is required for many of the patients [4, 5] . Surgical intervention is a choice for treatment, Page number not for citation purposes 3 nonetheless endovascular management including transarterial and transvenous embolization is the first line treatment for most of CCFs resulting in favourable outcomes [3, 5] .
Conclusion
The first target of evaluation in an individual with abducens palsy is correct anatomic localisation of the lesion. Our case with isolated abducens palsy is a rare presentation of CCF. Although it is reasonable to expect multiple ocular motor palsies in the course of cavernous sinus pathologies, isolated abducens palsy might scarcely occur alone. The clinician should pay particular attention to headache in such kind of patients [1] and dural CCF should be taken into account, even in the absence of previous trauma history. 
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